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* The author replies below:
Sir, All correspondence commenting on our audit of referral of patients with lower gastrointestinal symptoms seems to have focused on the suggestion of a direct-access colorectal clinic rather than the real message of our study. The same is true of the letter by Temple et al., who are entirely correct in saying that the most shocking finding was that less than half the patients had a rectal examination prior to referral. Far from condoningthis situation, it is to be condemned. The aim of the conclusion was to point out this lamentable situation without unduly chastising those GPs within a central London practice who would find such an examination more difficult than they would in other more suitable circumstances. Temple et at. are also correct in saying that education would, potentially be preferable to direct-access clinics. However, they may find that the more pragmatic approach of providing an alternative may be more readily achieved than changing established practices within deprived inner city areas. The article pointed out why colorectal symptoms were a special case because of the need for specialist examinations for example proctoscopy, for the diagnosis of even the most simple problems. This really is not the case for the initial treatment of indigestion or dyspnoea.
Our brief report has generated considerable interest and correspondence from GPs, so perhaps our educational task has already been commenced.
Sir, I was interested in the paper by Springall and Todd (February 1988 JRSM, p 87) . However, what would potentially have been a useful study was marred by unclear aims and unsupported conclusions.
The study was described as an 'audit': to my mind this term suggests that certain targets have been set and the extent to which those targets have been met is measured. This did not, in fact, take place. No information is provided on the overall management by GPs of colorectal conditions. GPs' threshold of referral and the appropriateness of their referral patterns could be judged only by the presence of a denominator, i.e. the study would have to include those patients not referred.
While there may indeed be valid arguments for a direct-access rectal clinic, none of them, unfortunately, are given in this paper. From the information given, it is impossible to estimate the clinic's potential workload. The principal point, that such a clinic would minimize delay, seems difficult to substantiate unless there are unlimited resources available to deal with this workload. It seems to me that one possible outcome of a direct-access clinic would be a significant increase in waiting times for GP·referred patients, who are, if GPs are appropriately exercising their role of triage, the group most urgently in need of a consultant opinion.
There are several other factors which make inferences about quality of GP care from this paper very difficult. Data are given on diagnoses made by GPs and consultants: however, there are no concordancefigures quoted for the individual diagnostic groups and it is, therefore, impossible from this study to identify sources of 'inaccuracy' in diagnosis. Furthermore, many patients will be referred to a consultant with a tentative label such as 'query carcinoma' even where the index of suspicion is relatively low: this should not be labelled as 'misdiagnosis' but merely as understandable caution. Similarly, where uncertainty exists, a GP will not feel free to indicate to his patient the tentative diagnosis, and this reticence should not be labelled, by implication, as bad practice. On the issue of rectal examinations I feel that, in general, these will be carried out where they make a positive contribution to management, or where they are germane to a referral decision. If the intention is to refer the patient whatever the outcome of rectal examination, then its omission may well be consistent with good clinical practice, except in cases where waiting lists are so long that additional evidence must be collected in order to help in the assignment of priorities.
Finally, the authors suggest that there must be a 'great temptation for GPs to make such inaccurate Sir, The verb, to audit, is defined in Chambers dictionary as 'to examine and verify by reference.' The aim of the study was to examine and verify the contribution made by the GP in the management of patients referred to a specialist hospital with lower gastrointestinal symptoms. Our conclusions were that improvement in overall standards and efficiency could be achieved by a closer cooperation between the two sectors. As the objective was to study only those patients referred to the hospital, it is not surprising that no information was provided as to the overall management given by GPs. The paper did not set out to promote a direct-access rectal clinic, it merely proffered such an arrangement as a potentially helpful addition to outpatient services. Taking the cost of health care provision within the district as a whole, the expense of a direct referral of a patient with lower gastrointestinal symptoms to a specialist clinic, and possibly more rapid diagnosis and treatment, could readily be deferred by the reduction in the number of visits to a general practice culminating in an eventual referral. There is no doubt that some extra provision in terms of outpatient clinic time would be required to provide such a service but, as the study suggested, this would not necessarily precipitate a dramatic increase in costly investigations.
The only benchmark that it is possible to use for diagnostic accuracy is the eventual diagnosis made by the specialist clinician of the condition for which the patient is subsequently treated. It is merely this standard that was applied to the accuracy rate of GP diagnosis.
It is prudent for all clinicians to display 'understandable caution' in considering lower gastrointestinal symptoms potential heralds of bowel cancer. Not many doctors would pass this anxiety immediately to his patient and there was no implication of bad practice on that account. It is dangerous to justify the omission of a rectal examination as part of a full clinical assessment. It is especially difficult to envisage many situations in which a patient presents with lower gastrointestinal symptoms where a PR would not be germane to the patient's initial management.
The obvious sensitivity displayed concerning the relationship between GPs and their consultant colleagues suggests that no further comment would be appropriate. Scull has exposed the complex personality behind this famous alienist and the serendipity by which he achieved fame. He has dissolved the popular image of Conolly as a selfless hero and father of nonrestraint.
However, I think it is important to remember Conolly did achieve a great deal at Hanwell. He improved the quality of life of the pauper lunatics, not merely by freeing them from mechanical restraints, but by improving their diet, hygiene, physical health and nursing care. His patients were certainly far better off in the asylum than in the squalid workhouses from which most of them came.
In the 1960s, Goffman! amongst others, brought to our attention the dangers of institutionalization, such as occurred in the large Victorian asylums. Today, opinion has swung back towards that of Conolly's time. With the advent of community care and the wholesale closure of our large mental hospitals, psychiatrists are beginning to recognize that asylums are still needed for some patients.
The abolition of mechanical restraints during Conolly's time appears not to have been so complete as he claimed both in his reports-and books". Mechanical restraints were occasionally used to aid the administration of treatment to recalcitrant patients. For example, Daniel Fletcher", a 24-yearold man, admitted to Hanwell in 1850, refused all food for delusional reasons. Enticing food, laxatives, enemas and the raising of a blister on his neck all failed to make him eat. Then, he was placed in a chain and firmly held by two attendants whilst a third attendant attempted to open his mouth and insert a stomach pump, all to no avail. The unfortunate patient was next subjected to enemas of beef tea every 3 hours and died a few days later.
By the date of Fletcher's admission, Conolly was no longer medical superintendent, hut only visiting physician to Hanwell. However, he was interested in Fletcher's case and personally supervised his treatment. Daniel Fletcher was a particularly interesting case and thus the contemporary notes detailing his treatment are very full. This is not the case for most other patients and so it is impossible to estimate how frequently mechanical restraints were used during treatment in Conolly's time.
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